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Glandular odontogenic cyst: An unusual entity
Dear Editor, Glandular odontogenic cyst (GOC) was first documented as "sialo-odontogenic cyst" by Padayachee and Van Wyk in 1987. [1] They published two cases that bear a resemblance to both the botryoid odontogenic cyst (BOC) and the central mucoepidermoid tumor of jaws. After careful analysis, they concluded both lesions as separate entities.
[2] GOC is very rare, and only 111 cases have been documented in the English literature so far. [3] In general, this cyst is encountered in the anterior areas of the mandible, is more common with a wide age range, the mean age being 49.5 years, and has a tendency to recur. Radiographically, it is radiolucent, well-defied, either unilocular (53.8%), or multilocular (46.2%) with frequent perforation (61%) and thinning of cortical plates (24.4%). [4] Furthermore, English literature revealed recurrence rate that varies from 21%-55%, which indicates its aggressiveness. [2] Therefore, a confirmatory diagnosis is critical for treatment and follow-up.
A 43-year-old female patient reported with chief complaint of painful swelling in upper right front tooth region since 7-8 months. Extraorally, the swelling was not obvious and did not produce any facial asymmetry. Intraoral examination revealed a single palatal swelling in the right maxillary region extending from 11 to 13 (FDI tooth numbering system) approximately 3 × 1 cm in size. The overlying mucosa was of normal color and appearance [ Figure 1a ]. On palpation, the swelling was firm, non-tender, non-mobile, and non-pulsatile. A provisional diagnosis of ameloblastoma and differential diagnosis of odontogenic keratocyst was given.
The radiographic examination revealed a unilocular radiolucent area with well-defined sclerotic border extending from 11 to 13 regions along with root divergence [ Figure 1b ]. An incisional biopsy was done, and the specimen was sent for histopathological examination. The macroscopic examination revealed single tissue bit of 0.8 × 0.4 cm in size, creamish white in color, and firm in consistency.
The Hematoxylin and Eosin stained tissue section revealed thin non-keratinized stratified squamous epithelium showing focal thickened plaques projecting into lumen. The epithelium also shows mucous cells and some ciliated cells [ Figure 1c and d]. The underlying connective tissue stroma was fibrocellular with infiltration of chronic inflammatory cells chiefly lymphocytes and plasma cells. Blood vessels of varying size and shape were also evident. The histopathological features confirmed the diagnosis of GOC.
GOCs are rare intrabony solitary or multiloculated cysts of odontogenic origin. GOCs are now relatively well-known entities; their importance relates to the fact that they exhibit a propensity for recurrence rates from 21% to 55%, similar to odontogenic keratocysts and may be confused microscopically with central mucoepidermoid carcinoma (CMEC). [5] The GOC is included in the WHO histologic typing of odontogenic tumors under the terms GOC or sialo-odontogenic cyst. [6] To the best of our knowledge, only 111 cases of GOC has been reported in the literature, and Magnusson et al. observed that only 0.012% of the cysts seen on the oral cavity have fulfilled the criteria of GOC microscopically. [7] There is a slight male predilection, and lesions occur mostly in middle-aged patients. The main clinical finding in this cyst is a painless local swelling; the clinical picture, however, is non-specific. [2] Histopathologically, GOC should be differentiated from lateral periodontal cyst (LPC) and CMEC as they exhibit considerable overlap of histological features. The lining of LPC exhibits focal thickenings and glycogen-rich epithelial cells, similar to those observed in GOC. However, the identification of ciliated epithelium and duct-like spaces with mucous cells specifically differentiate GOC from LPC and BOC and favors the diagnosis of GOC. [8] Treatment by enucleation or curettage alone is associated with a high recurrence rate. The surgical treatment of large lesions should include enucleation with peripheral ostectomy for unilocular cases and marginal resection or partial jaw resection in multilocular cases. Follow-up should be continued for at least 3 years. [2] The purpose of this case is to increase the existing knowledge of this rare entity as histopathological diagnosis, and differential diagnosis of GOC is challenging for a pathologist.
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Spontaneous regression of giant cell tumor of the wrist: Myth or fact? A case report
Dear Editor, Giant cell tumor (GCT), also known as osteoclastoma, is a benign, locally aggressive tumor that is histologically composed of two components, osteoclastic giant cells admixed with mononuclear stromal cells. The typical age of presentation is 20-45 years with a slight female preponderance, although few cases have been reported in the first decade. GCT commonly affects the distal femur, proximal tibia, distal radius, and proximal humerus. Pelvis, sacrum, and bones of hand and feet can be rarely involved. The patients present with pain and swelling of the involved joint. Radiologically, it presents as a lytic expansile lesion, without peripheral bony sclerosis. This lesion is locally aggressive with remote chances of distant metastasis. Malignancy arising in a GCT is uncommon, usually high grade, and is either primary or secondary. [1] Local recurrences are known. Spontaneous regression of tumors, a phenomenon attributable to activation of immune system, is defined as complete disappearance of primary tumor or its metastasis in the absence of any treatment. [1] It has been reported in melanomas, basal cell carcinomas, testicular germ cell tumors, renal cell carcinomas, neuroblastomas, breast and colon cancer, and very rarely in osteosarcoma and aneurysmal bone cyst. [1, 2] Spontaneous regression of GCT is extremely rare.
[2]
Here we report a case of spontaneous regression of GCT of the distal radius in a 21-year-old male who had not received any prior therapy.
A 21-year-old male presented with pain and swelling since 3 months with limitation of the movement of left wrist joint. An X-ray was done, and an expanding and eccentric area of lysis was seen in the epiphysis [ Figure 1a ]. Simultaneously, a fine needle aspiration cytology was done from the swelling; the Giemsa-stained slides comprised cellular smears with minimal hemorrhage and were composed of dispersed and clusters of mononuclear spindle cells and multinucleated osteoclastic giant cells. The giant cells were seen attached to the periphery of the spindle cell clusters. There was scant amount of blood reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.
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